Episodic paroxysmal hemicrania was delineated as a clinical entity only two years ago, separating patients whose attacks remained grouped in bouts lasting weeks, from those who started irregularly and lapsed into chronicity or began and continued in the chronic state. A further case of the episodic variety and a review of the nine previously recorded cases is reported. The division into episodic and chronic variants of paroxysmal hemicrania conforms with the classification of cluster headache. The similarity of the two conditions is emphasised although the response to indomethacin in paroxysmal hemicrania is a special feature.
Case report A 40 year old housewife and home visitor had experienced recurrent headaches from the age of 16, which occurred at intervals of three months to three years, each bout lasting 11 to 13 weeks: during the first and third month she had two to three attacks by day but none at night; in the second month attacks reached a peak in frequency and severity occurring hourly throughout the day and waking her at night.
Individual attacks usually lasted 10 minutes, up to a maximum of 20 minutes. A deep seated, intense pain "as if being scalded by boiling water", not throbbing in character, invariably affected the right, never the left side of the head, beginning behind the eye extending to the temple, the side of the neck and at times to the right parietal region. Her face became pale, the affected eye often watered but was not red, the palpebral fissure narrowed and the right nostril felt blocked without discharge. The pain was unaffected by coughing or bending, but sneezing could give temporary relief. She felt a need to keep busy and move around, frequently leaning against a cold wall. She also applied a cold flannel to the head, or pressed a finger or fist into the affected eye, at times bruising the temple or the lower eyelid. Occasionally she pushed a cotton tip into the right nostril knowing that it did not help but "to try to do something". Severe attacks caused sweating all over the trunk and bilaterally in the face. She often felt suicidal.
During a cluster period a hot bath could trigger an attack. She did not stop working although she might take a few days holiday in her "suicide month"; if an attack occurred in a patient's home she excused herself to go to the toilet during a severe pain. She became very apprehensive about the next attack. Alcohol did not provoke an attack, in fact she used it at times to get a better night's sleep. There was no seasonal or menstrual relationship.
A brain scan and ophthalmic investigations in the past had revealed no abnormality. A collar, physiotherapy to the neck and dental treatment produced no benefit; ergotamine suppositories, tablets of paracetamol, mefenamic acid, clonidine or pizotifen were ineffective. Examination showed no abnormal signs in the central nervous system or on general medical examination. The blood pressure was normal; there was no bruits over the major vessels.
When first seen at the City of London Migraine Clinic in 1985 a diagnosis of cluster headache was made. A course of prednisolone beginning with 40 mg daily and steadily reducing over the next three weeks gave complete relief which she described as "marvellous-never felt better". She remarked that for the first time a doctor believed her story and did not give her the impression that she was mad.
At her next attendance at the Migraine Clinic in 1986 during a further episode, a diagnosis of paroxysmal hemicrania was made: indomethacin 25 mg three times daily, started during the first month of the attack, gave complete relief. In the next bout in 1988 her general practitioner prescribed the same dose of indomethacin which reduced the severe pain so that during e second month the frequency and severity f pain became similar to that during the first and third month of the cluster. This incomplete response, amounting to an 80-90% reduction, 
